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The introduction of performance outcome 
measurement to Australian rehabilitation 
services is now on the agenda. The Functional 
Independence Measure (FIM) is being actively 
promoted as an appropriate system. This paper 
outlines the philosophy and evolution of the 
FIM in the United States of America (USA). and 
emphasises the positive aspects of 
accountability through global functional 
measurement. Physiotherapists are encouraged 
to be positive and innovative in their approach 
to the uSe of this accountability tool to ensure 
that physiotherapy continues to be seen asa 
primary discipline in the global functional conteJd: 
of the rehabilitation process. 
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o R IG I N A L A R TI C LE 
Programme evaluation: 
W.hat we can learn from the 
United States experience 
R· ehabilitation is not an entity,any more than is manufacturing, or 
any other form of complex 
activity which converts raw materials 
to an end product. It is a dynamic and 
adaptable process, taking raw materials 
(people with impairment and 
subsequent disabilities) and using a 
procedure (therapy) to create a product 
(people with fewer, if any, handicaps). 
The quality of the end product 
depends on many factors including the 
degtee of disability, pre-existing co-
impairments, motivation, and social 
supports. The quality of the process 
itself including the number, 
experience, and training of 
rehabilitation staff also contribute to 
the likely rehabilitation result, as does 
the availability and accessibility of 
current technology. Further, end-
product quality depends upon the 
external pressures on the process, like 
time constraints, budget allocations, 
and popular demand. 
Rehabilitation is a goal directed 
enterprise (Bauer 1989) designed to 
provide each rehabilitation service 
recipient with an improvement in 
function (Bauer 1989, Granger 1987, 
Jette 1985, Lightbody 1990) and a 
minimisation of the assistance required 
to carry out basic living tasks. Further, 
many prograrnnies are said to be 
directed toward enhancement of 
quality of life (Hammerman and 
Maikowski 1981), vocational re-
adjustment (Commonwealth 
Department of Social Security-
Rehabilitation Division 1984) or 
minimisation of costs to the 
community (Noble 1977). 
"While different programmes and 
different clientele give rise to 
expectations of different levels of 
service outcomes, such outcomes must 
be measurable to ensure that 
programmes are doing what they 
claim. 
Regardless of service or Outcome, 
someone has to pay. In recent years 
there has been a dramatic change in 
the accountability procedures required 
by the various Australian State 
Departments of Health. Diagnostic 
Related Groups (DRGs) have become 
established in acute hospitals, annual 
budgets in several states being 
associated closely with proposed 
objectives based on DRG parameters 
(Macklin 1991). Private nursing homes 
have been subsidised by the . 
Commonwealth Department of 
Community Services, Honsingand 
Health since 1989 on the basis of the 
Resident Classification Instrument 
(RCI) which ties funding to the 
assessed care needs of individual 
residents (Department of Community 
Services and Health 1989). This 
system is being introduced into public 
nursing homes over a staged period, 
1991-4. In addition, government 
funded rehabilitation services are being 
targeted and planning for an 
accountability system has been 
initiated. The government, on behalf 
of the community they represent, has a 
right to know hoW' much people are 
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benefiting from rehabilitation 
programmes and at what cost. 
Currently, the principal measure of 
service quality is formal accreditation. 
Australian rehabilitation facilities may 
be accredited under guidelilies similar 
to those for acute hospitals, with a 
heavy emphasis on evaluation of the 
quality of structure and process 
(Australian Council on Healthcare 
Standards 1990). The Australian 
College of Rehabilitation Medicine 
(ACRM) also has an accreditation 
process which is used particularly by 
the private health funds to approve 
services for payment. However, it 
should be noted that in terms of 
performance evaluation, the character 
of outcomes is not guaranteed by the 
quality of the service being provided 
(Granger 1987) and outcomes are not 
measured in either of the Australian 
accreditation processes (Australian 
Council on Healthcare Standards 
1990, Medibank Private 1990). 
While the Australian rehabilitation 
setting is very different from that 
generally prevailing in the USA, the 
atmosphere of accountability so 
obvious in the American system is 
being adopted by those who fund 
health care in Australia, te it the 
private health funds or the State and 
Commonwealth Departments of 
Health. Performance standards and 
outcome measurement therefore, are 
rapidly becoming relevant and 
important topics in Australia. 
Why measure? 
There is increasing pressure on 
rehabilitation services to evaluate the 
programmes they offer and to justify 
the costs of services in terms of gains 
made by clients and the subsequent 
reduction in cost to the community 
(Noble 1977). This service . 
measurement must ultimately relate to 
the programme product or outcome, ie 
the status of the patient following 
discharge compared with that at 
admission,and the cost of producing 
that outcome. . 
Programme evaluation is a global 
term used to describe the process of 
monitoring the effectiveness of an 
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Figure 1. 
Programme evaluation components (adapted from Frey 1990). 
organisation in accomplishing its 
established goals and objectives and 
adapting to the ongoing needs of the 
clients to whom services are directed 
(Commission on Accreditation of 
Rehabilitation Facilities 1990). 
Programme evaluation has become a 
necessary part of the accountability 
required by governments, and other 
authorities who fund health services, as 
they strive to reduce the rate of growth 
and the total cost of health care (Delisa 
1985). 
Another term in the American system 
which has relevance for this discussion 
on measurement is the Prospective 
Payment System (PPS) introduced in a 
bill passed by the US Congress in 
1983. Under PPS, acute care hospitals 
treating government funded patients 
are paid an up-front fee based on a 
DRG classification system. 
Impairments and surgical procedures 
are coded according to the part of the 
body affected, the severity, and the 
complications which may occur, and 
payment made according to the 
average length of stay and utilisation of 
resources for each condition. Patients 
who stay a shorter time or utilise fewer 
resources than payment covers are 
treated at a profit for the hospital, 
those taking more resources or a 
longer time are treated at a loss 
(Shortell et al 1990). 
WhenthePPS was introduced for 
payments to acute hospitals, 
rehabilitation facilities in the USA 
wetegiven temporary exemption until 
1985, because the rehabilitation data 
base was not adequate to allow reliable 
definitions of the levels of resources 
needed to manage specific conditions 
(Delisa 1985). Despite a great deal of 
activity, a reasonable method of 
costing physical rehabilitation has not 
yet been established (Swope 1990). 
Funding is currently paid per day, but 
depends upon the accreditation status 
of the service and certification that 
clients are indeed making progress as 
they occupy hospital beds (Health 
Care Financing Administration 1990). 
Evaluation of rehabilitation 
programmes 
Key questions need to be addressed 
before any claim to be adequately 
evaluating a rehabilitation programme 
can be made. Who are the clients the 
service is designed to serve? Are 
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different pathologies or age groups 
targeted, or especially catered for? 
How large is the area served? How do 
clients get into the service? How can 
they get out? Are the needs of the 
clients entering the service met? Is the 
service effective? Is the service 
efficient? . 
In the same way that the areas of a 
service or action can be evaluated in a 
quality assurance project, the extent to 
which a rehabilitation programme is 
operating according to its goals and 
objectives can be evaluated on three 
different levels, described in Figure 1 
(Frey 1990). 
In the USA, the rehabilitation scene 
is quite different from that prevailing 
in Australia at present. There, 
rehabilitation centres compete for 
business and subsequent government 
funding. Both effectiveness in meeting 
client needs and efficiency in doing so 
are essential marketing strategies. 
Rehabilitation centres must formally 
evaluate the programmes offered, and 
document changes made in response to 
client needs and subsequentefficiencyl 
effectiveness improvements as part of 
their accreditation process 
(Commission on Accreditation of 
Rehabilitation Facilities 1990). 
Cohesive and measurable global goals 
of rehabilitation, that is, an estimate of 
what is to be achieved for each client, 
must be developed by the team 
following admission of the client. 
Those goals must then be kept in focus 
throughout the rehabilitation 
programme. 
In the USA, inter-facility comparison 
is difficult. Structures are very similar, 
with bed numbers, room size, levels of 
privacy offered, flexible visiting hours 
all being similar between facilities. 
Staff are encouraged to participate in 
continuing education, and are given 
the time, money and transport to do 
so. The rehabilitation process is also 
similar across centres, with team 
decision-making; written .contracts of 
timing, type and intensity of therapy 
provision; and full involvement of . 
clients and families in the discharge 
planning process. Parity is claimed by 
almost every facility questioned 
(Kreider 1990). Thus a primary ethical 
method of marketing available for 
rehabilitation centres in the USA lies 
in the area of performance or outcome 
measurement. Rehabilitation centres, 
therefore, purport to have clients 
rehabilitated in less time than their 
competitors (Kreider 1990) -a very 
effective marketing tooL Insurance 
companies compile lists of preferred 
provider organisations (PPOs), and 
reduce premiums for those clients who 
agree to attend those organisations for 
their medical and rehabilitation 
management (Kreider 1990). 
Since 1972, when programme 
evaluation became an accreditation 
standard for rehabilitation facilities in 
the USA, managers and health care 
professionals have addressed the issues 
of the relevance of individual client 
orientated rehabilitation programmes 
and results compared with goals 
established on admission (Frey 1990). 
It is from this united perspective that 
Australian physiotherapists have the 
opportunity to learn, without the 
immediate spectre of prospective 
payment to force physiotherapy 
services into totally dollar-driven 
activities. 
The Functional 
Independence Measure 
In the USA a national task force of 
rehabilitation specialists was 
established in 1984,and the 
foundations in functional measurement 
already laid by Granger et al (1979) 
and Granger and Gresham (1984), 
were built upon to establish a baseline 
measure of the functional disabilities of 
individual clients (Swope 1990). 
A non-profit organisation, the 
Uniform Data System (UDS), was also 
developed to collate and analyse 
baseline information about clients 
entering, and thus ultimately leaving, 
inpatient rehabilitation care (Swope 
1990). This information, summarised 
in Table 1, consists of data such as age, 
gender, vocational status, ethnicity, 
type of accommodation from which 
thetlient was admitted, type of 
accommodation to which the client 
was discharged, type of concomitant 
pathology, impairment, and level of 
.. 
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function on admission and discharge. 
The functional measure used for this 
data bank is a minimum data set, the 
least information required to compare 
one client with another. This 
minimum data set was originally 
established by consensus involving a 
number of different types of 
experienced rehabilitation personnel 
including medical practitioners, nurses, 
occupational therapists, physical 
therapists, and speech pathologists. 
Later, when validity was questioned, 
the categories were refined and altered 
(Granger 1987) and flice validity re-
established through review by more of 
the experienced personnel already 
named. 
This minimum data set of functional 
ability is known as the Functional 
Independence Measure (FIM) and on 
examination, is reminiscent of the 
Barthel Index (Mahoney and Barthel 
1965) but with tighter operational 
definitions and a broader scope for 
scoring with seven levels of 
independence possible, rather than the 
three possibilities in the Barthel Index. 
Six broad areas of independence are 
rated, these being self care, sphincter 
control, mobility, locomotion, 
communication and social cognition. 
The measure is designed to quantify 
the level of assistance required, or 
burden of care, for the individual to 
function in the usual environment, as 
well as the necessity for the use of 
adaptive or assistive devices. It is 
designed as an evaluation tool for the 
recording of functional outcomes and 
is not, and was never intended to be, a 
refined clinical instrument. 
Clients are rated according to their 
actual performance (do do) rather than 
on their capacity to perform (can do) 
and ratings are recorded as consensus 
decisions by the rehabilitation team 
members. Where consensus is nOt 
possible, by convention the lowest 
rating is recorded. Should a client be 
able to perform (can do) at a higher 
level in therapy than they are on the 
ward, the lower of the scores (do do) is 
accepted as correct. The admission 
rating is typically recorded at the first 
ORIGINAL ARTICLE 
case conference, and the discharge 
rating at the planning case.conference 
just prior to discharge. 
Scoring for individual items is 
operationally defined, and those 
trained in the use of the measure are 
provided with scoring tips and 
conventions for controversial aspects 
of scoring. For example, in order to 
score 7 (the highest rating possible) for 
eating, the client must be able to bring 
food to the mouth with suitable 
utensils, chew and swallow without any 
help, supervision, or use of an assistive 
device. Warnings are posted in the 
rating operational definitions that the 
scale used is ordinal, reflecting a better 
than, or worse than, relationship 
between adjacent categories (Foret 
1990). This warning is designed to 
minimise misinterpretation by 
summation and cross-client averaging. 
The global or summed score however, 
can be and often is, taken as a useful 
indicator of general improvement in 
baseline functional independence, with 
reference to subcategories for more 
detailed explanations of this general 
score, 
The usual problem encountered in 
the use of functional measures, 
interrater and intrareliability, is 
addressed by the proponents of the 
UDS by formally training raters and 
accrediting facilities with raters having 
an interrater reliability of more than 
0.80 (Swope 1990). Only accredited 
facilities may submit data to the UDS 
for analysis and reporting, and all 
facilities which do so are monitored 
intermittently to ensure that this. . 
reliability is maintained. Such training 
sessions have already taken place in a 
number of Australian rehabilitation 
centres, as part of the ACRM 
evaluation of the measure, and data 
from 22 rehabilitation centres was due 
for analysis by the UDS in 1992. 
Implications for physiotherapists 
The FIM is not a stand-alone 
functional measure. It is meant to be 
used in the context of other data, to 
permit comparisons. It is possible, and 
may be preferable from the point of 
view of the therapies, to maintain the 
minimum data set and build other 
categories onto the FIM. This has 
been done successfully at Santa Clara 
Valley Medical Center (Forer 1990) 
where they developed the Functional 
Assessment Measure (F AM), and by 
the Rehabilitation Institute of Chicago, 
which developed the Rehabilitation 
Institute of Chicago Functional 
Assessment Score (RIC-FAS). Both of 
these measures have included further 
rating requirements for cognitive 
function and social interaction, both of 
which may further impact upon levels 
of global functional dependence. 
A general functional measure for 
rehabilitation outcomes may permit 
the physiotherapeutic management of 
clients to be viewed in the global 
context of the overall functional 
improvements made. Does the 
reduction in pain provided by the 
physiotherapist coincide with overall 
functional improvement of that client? 
IT inpatient rehabilitation clients do 
not continue to make global functional 
gains while quality gains continue (for 
example, progression from one walking 
aid to another), is it more appropriate 
to continue physiotherapy on an out-
patient basis, especially when the cost 
for an in-patient bed per day in 
rehabilitation in Australia is currently 
quoted as around $350.00? 
While physiotherapists throughout 
the world have a traditional role as a 
critical part of a physical rehabilitation 
team, only rarely in the past have they 
been expected to justify that role, or to 
defend the value of their contribution 
within the global.context of 
rehabilitation. The emergence of other 
health care professionals who also 
claim a strong emphasis on functional 
activities, however, has demanded a 
greater level of accountability both 
within and between those professions. 
This has sometimes led to harmonious 
working relationships which benefit 
rehabilitation clients, and at other 
times to role conflict and dispute 
(Parker and Chan 1986). 
The primary difficulties for 
physiotherapists, which have been 
raised ina number of FIM workshops 
conducted by the principal author, 
appear in part to be related to 
conceptual problems associated with 
measurement of quality, and with the 
relative lack of sensitivity of the scale 
within the higher scores. Since the 
measure is designed only to reflect 
burden of care, such criticisms are valid 
only if therapists attempt to use the 
measure as a clinical assessment tool. 
Applegate (1990) contends that global 
functional assessments should be made 
as an adjunct to other assessments for 
precisely this reason. While the FIM 
score for locomotion will not provide 
information on the type of walking aid 
used, nor the score for self-care show 
whether eating independently is 
achieved through one or two handed 
means, it will direct the rehabilitation 
team to the level of assistance required 
for clients to perform locomotion or 
self-care activities and enable them to 
make decisions about the necessity of 
inpatient treatment for attainment of 
quality goals. 
There has also been, perhaps tied to 
the difficulties identified above, an 
initial resistance to allocating valuable 
treatment time to measurement and 
accountability procedures. Problems 
have also been encountered with 
identifying the precise contribution of 
physiotherapy in a process which 
involves a number of different health 
professionals. Clarification of global 
goals, so essential in programme 
evaluation, is an area which will 
require considerable team activity. 
Whilst physiotherapists may aim for a 
normal gait pattern in a client 
following a cerebrovascular accident 
(CVA), the medical team leader may 
expect a functional but less aesthetic 
pattern which quickly restores 
cardiovascular fitness, while a manager 
may be demanding early discharge 
from an expensive hospital bed. 
Cohesive and measurable global goals 
of rehabilitation, however, are rarely 
documented at a level which permits 
evaluation of discipline specific 
treatments within that global context. 
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Conclusion 
The present era is one in which 
accountability is paramount. Australian 
physiotherapists have an opportunity 
now to learn from the programme 
evaluation model which has been set in 
the USA, and to work at quantitatively 
establishing their role and relative 
worth in the rehabilitation team. The 
best chance to meet that challenge is to 
evaluate the effectiveness of 
physiotherapeutic techniques within 
the overall rehabilitation framework by 
measuring, questioning, improving, 
and measuring again. 
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